OBJECTIVE:
To review the key steps involved in the identification of and entry into the peritoneal cavity in post-hysterectomy prolapse from posterior, apical and anterior approaches. DESCRIPTION: There are two main transvaginal approaches for vaginal vault suspension in post-hysterectomy prolapse: the extraperitoneal approach and the intraperitoneal approach. Entry into the peritoneal cavity can be challenging in post-hysterectomy patients. In this video, we will review how to identify and enter the peritoneal cavity from various approaches -posterior, apical, and anterior. In summary, to successfully enter the peritoneal cavity in post-hysterectomy prolapse consider the following key points: -Perform a thorough examination in order to determine the best approach for peritoneal access: posterior, apical or anterior. -Place a finger in the rectum during dissection of the peritoneal sac in order to better delineate borders of rectum, bladder, and peritoneum. -Prior to entering the peritoneal cavity sharply, thoroughly inspect the peritoneum both visually and digitally to avoid injuring important structures such as the bowel and bladder. CONCLUSION: In conclusion, this video reviews three different approaches for accessing the peritoneal cavity in post-hysterectomy prolapse. We believe that it is important for vaginal surgeons to be able to safely and confidently identify and enter the peritoneal cavity from various approaches to facilitate their prolapse repair.
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Jennifer Schmitt: Nothing to disclose; Jenifer N. Byrnes: Nothing to disclose; Erik D. Hokenstad: Nothing to disclose; John Gebhart: Astora, consultant, consulting fee; UpToDate, author contributor, salary; Elsevier, author, salary. IMSS Centro Medico Nacional Occidente Guadalajara Jal, Guadalajara, Jalisco, Mexico, 5 IMSS Centro Medico Nacional Occidente Guadalajara Jal., Guadalajara, Jalisco, Mexico OBJECTIVE: The purpose of this video is to present the surgical treatment of recurrent uterine prolapse associated with bladder exstrophy with vaginal sacrohysteropexy. DESCRIPTION: Congenital bladder exstrophy is characterized by an absence of the anterior abdominal wall with exposure of the ureteral orifices, failure of pubic symphysis fusion, and deficient anterior pelvic diaphragm musculature. The incidence of pelvic organ prolapse is 18%. A vaginal technique to correct the prolapse may be preferable in those women with a history of multiple abdominal surgeries. We present the case of a nulliparous 28-year-old woman with bladder exstrophy and recurrent uterine prolapse, with a history of multiple surgeries including: bladder and abdominal wall plasty, cystectomy, colonic conduit and transvaginal mesh for uterine prolapse. Physical examination revealed stage II uterine prolapse. 
